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four Erstwhile Secretary Reports Our 
Society's Atlantic City Meeting in 
His Last Appearance as a "Society 
Reporter." 


Dear Fellow-Members: 


Our annual meetings are certainly getting bigger! 
And you know better than I whether or not they are 
etting better.) I counted 89 in the meeting room in 
Atlantic City on June second when the scientific session 
yas about one-third of the way toward its conclusion. 
And there were 95 at our banquet that evening! In 
ny swan-song as your secretary, I want to tell you men 
who weren't with us what I remember of them. Those 
f you who were present may fill the pages of forth- 
foming issues of The Bulletin with corrections of my 
porting. The Bulletin needs material and our col- 
feagues and I would welcome elucidation of my re- 
rtorial errors and amplification of the speakers’ remarks. 
As “advertised,” Dr. Wilmer Wirts of Philadelphia 
bpened the section of the programme which concerned 
The Gastric Biopsy. He discussed three of the commoner 
echniques of obtaining specimens. Dr. Ortmayer started 
he session at three minutes past two o'clock and I 
fnissed Dr. W's first remarks, since I was checking some 
irrangements for the banquet. But I heard him tell about 
lhe simplicity of the Wood (of Melbourne) method of 
blind suction biopsy of the gastric mucosa. He men- 
ioned that the occasional complication of bleeding fol- 
lowing the procedure was said to be controlled by putting 
into the stomach a combination of gel foam and topical 
lhrombin or by drinking milk and cream. I was partic- 
blarly sorry that I didn’t hear Dr. Wirts’ first remarks 
because I’ve had no experience with suction biopsies. 


Dr. Wirts then talked about biopsies of the gastric 
ining as they are obtained with the Benedict operating 
pastroscope. He thought that these could best be obtained 
tom the fundus and body of the stomach. Those taken 
rom the greater curvature he considered to be less satis- 
actory and he had, like most of us, been unable to 
bbtain biopsies from the antrum. He had had trouble 
N pin-pointing his forceps on a specific area and he had 
ound that they tended to slip off the mucosa if the 
aws approached the gastric wall at an angle deviating 
much from a right angle. Dr. Wirts had also noted that 
he oval shape of the instrument had tended to let air 
but of the stomach when the wider diametre was turned 
n the A-P position. Dr. Wirts also complained mildly 
pbout the limited field of vision of the Benedict ‘scope; he 
Wished that it were wider. Dr. W has been using a 


bullet-like tip on the Benedict ‘scope with the idea that 
it allows deeper introduction of the instrument. He 
showed a slide to demonstrate the difference in depths 
attained with different tips. 


Lastly, Dr. Wirts described Dr. Tomenius’ attachment 
to an ordinary gastroscope for suction biopsies. This 
gives an instrument of smaller calibre, since it is a 
ureteral catheter-sized tube on the outside of an ordinary 
Metro-Tec gastroscope. Apparently no one has had much 
experience in this country with the Tomenius device, but 
it is a kind of combination of a Wood mucosal biopsy 
apparatus and an ordinary ‘scope. 


Dr. Wirts did not mention my favourite (when it can 
be done) method of putting a long oesophagoscope into 
the upper stomach and taking a good bite of mucosa 
with an oesophageal forceps. 


Dr. Shallenberger followed Dr. Wirts with a nice talk 
about The Major Contributions of the Gastric Biopsy. 
One of my first notes of his remarks reads, “The gastro- 
scope should not stand on its own feet; it is an adjunct.” 
That's a remark with which we'll all agree, I believe. 
Dr. S said that after one could look into the stomach, 
an instrumental biopsy of the mucosa became an in- 
evitable step; Dr. Kenamore first used a biopsy attachment 
on the outside of the ‘scope; the Benedict instrument 
then followed in 1948. Of this instrument Dr. S said 
that its calibre was a bit too large and that its oval 
shape in cross-section was a handicap. He mentioned the 
blind areas but Dr. S. has developed unusual skill with 
the instrument for he said, “If a lesion can be seen, 
it can usually be biopsied.” He had found that most of 
the biopsies were tear-biopsies rather than cleanly cut 
ones. His best results had, of course, been in biopsies 
taken from diffuse disease, an intramural cancer and 
lymphoma. He said again that a negative biopsy means 
nothing. Gastric ulcer had been biopsied by Dr. Shallen- 
berger with the Benedict instrument without accident, 
but he doesn’t advocate that as a routine. Twenty-four 
hours after a biopsy has been taken with the Benedict 
scope, the biopsied area has been resected at operation 
and the site of the biopsy has not been detected in the 
surgical specimen! Dr. S has had no haemorrhages nor 
perforations from gastric biopsies on his patients. He 
believes that gastroscopic biopsy should be a part of all 
gastroscopic examinations, since occasionally malignancy 
beneath the mucosa is picked up in that manner. Dr. S 
showed beautiful slides of the gross and histologic 
pathology seen and biopsied with the Benedict ‘scope. 
Dr. S said that suction biopsies with the Wood instru- 
ment may be followed by profuse haemorrhage when the 
gastric mucosa shows marked atrophy. 
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In the discussions of the papers of Dr. Wirts and of 
Dr. Shallenberger (for they were discussed together) Dr. 
Schindler remarked that, in the days when Dr. Ortmayer 
had the surgeons excise a sliver of the full thickness of 
the gastric walls of patients who had been examined 
gastroscopically and who came to laparotomy, the gastro- 
scopic pictures and the surgical biopsies were patho- 
logically in accord. He had found that the gastroscopic 
findings and tissue obtained with the Wood suction 
apparatus were at variance very frequently. 


Dr. Eddy Palmer remarked that the suction biopsy 
might well be called a “vaccuum tube” biopsy since 
often the suction put on the mucosa has been so very 
great. He felt that the method was not suited to the 
individual case but was a tool for research. He had 
found that malignant tissue was often too hard to be 
sucked into the orifice of a suction apparatus. He thought 
that in studying diffuse diseases of the gastric mucosa, 
such as haemochromatosis and pernicious anaemia, the 
vaccuum method was the most useful. He remarked that 
the condition of the gastric mucosa does not improve 
when pernicious anaemia is treated, an opinion which 
pleased me for I've held it for a long time in spite of 
some evidence to the contrary from Boston. 


I asked whether or not the suction biopsy was taken 
under fluoroscopic control of the positioning of the 
biopsying tip. 


Dr. Rubin, who spoke next, informed me that it 
was generally not obtained in that manner but was 
entirely a blind procedure. He said that he had found 
that suction biopsies generally included the muscularis 
mucosae if they were done properly. He agreed that 
suction biopsy was of greatest value in diffuse mucosal 
disease of the stomach. 


Dr. Kushlan confirmed the last observation of Dr. 
Rubin and he said that his experience with the biopsying 
gastroscope had been similar to that of Dr. Wirts. 


Our guest, Dr. F. Avery Jones of London, said that 
he had visited Dr. Wood in Melbourne and that he had 
been much impressed with the simplicity of the suction 
biopsy. He took one of the instruments home and there 
had been a 2.4% rate of post-biopsy bleeding in the 
series of vaccuum biopsies at his hospital. There had 
been one case in which an instrument (I wasn’t quite 
sure whether it was a suction type of instrument or an 
operating gastroscope) had perforated the hypopharynx 
in an elderly lady and she had died as the result of this 
complication. He said that he tended to worry consider- 
ably about instrumentation of the upper gastrointestinal 
tracts of elderly females. Dr. Jones had found little 
correlation between what one sees gastroscopically and 
the findings at suction biopsy in cases of atrophic gastritis. 
He had heard in his seven-week tour of American clinics 
that the forceps of the Benedict ‘scope occasionally can- 
not be withdrawn into the instrument, a most distressing 
complication. 


Dr. Benedict, with a wry smile, thanked the speakers 
for their remarks and he said that the absence of correla- 
tion between the gastroscopic picture and biopsied tissue 
could not be “laughed off.” But he did not pursue that 
point further. He explained, if I understood him cor- 
rectly, that the biopsying forceps of his operating instru- 
ment sometimes cannot, be withdrawn because it gets 
under, rather than above, the lid-lifter. The manufac- 
turers of the ‘scope have improved the lid-lifter to prevent 
the complication. 

Dr. Deutsch said that he uses the Benedict gastroscope 
and that he is not comfortable after a gastroscopic exami- 
nation unless he has taken a biopsy of the mucosa. This 
is because he believes that there are some intramural 


malignancies without ulceration. (I’m not sure th 
share that opinion completely.) In 1000 cases biopsi 
with the Benedict ‘scope Dr. D had had only one 
of bleeding. He, or someone sitting near him, remar 
that the pathologists can’t make the diagnosis of atrophj 
gastritis if they have a tangential section of the biopsi 
mucosa. 


My notes state that Dr. Berk commented that 
obtained no positive biopsy in any case of gastric ca 
by the suction method! I hope that I’m correct in 
tributing that statement to him. 

The next section of the programme concerned Cytol 
Diagnosis of Gastric Malignancies and Mrs. Ruth Gra 
from The Vincent Laboratory of The Massachu 
General Hospital spoke clearly and simply about 
Collection of Gastric Cells for Cytologic Examinati 
She began by saying that the greatest attention must 
given to the collection of the gastric specimen 
cytology. There are two methods of obtaining gas 
cells: to wash them off and out of the stomach and 
scrape them off. She does not use the latter because 
can’t scrape cells from all parts of the stomach, beca 
the method is time-consuming and requires profession 
personnel, and because it causes the patient discomfogplides. 

For the lavage method, which Mrs. 
conscientious technicians are adequate. 
stomach is aspirated and the aspirate is centrifugalized 


has been aspirated a No. 14 Levine tube has been 
and 100 cc. of normal saline has been put down. Bef 
this has been aspirated the patient has been put 
various positions so that the saline washes the enti 
gastric wall. Then, after aspiration, the liquid has 
treated just as that was which had been obtained in 
fasting state. Since November of 1954 the lavage 
been with from 300 cc. to 500 cc. of Dr. Rubi 
chymotrypsin in acetate buffer solution. Then Mrs. 
told of the results of these methods. When specim 
were taken by house officers and by attending physici 
without unusual care and with the saline lavage, th 
were 11 correct cytologic diagnoses in 24 cases of pro 


cancer. Five cytologic diagnoses in this group wel#W4Y 
doubtful; 4 were negative; 4 were unsatisfactory. ‘cytolo 

With the chymotrypsin technique in the hands oy 
technicians, 5 of 11 cancers were correctly diagnosed af pei? 
in another 5 the cytology was doubtful. (I don’t kno wus 
what happened with the eleventh case.) Yet somehot 
I felt that the “chymo” results were better, I got th eat 
impression, too, that Mrs. G believed that a careful ted, am 
nician was of the greatest importance in the metho | 
She plans to do 100 cases with chymotrypsin and 1( mind 


cases without that agent to see whether or not ft 


perse: 
lavaging agent or the personnel is the important facto 

Dr. Cyrus Rubin began his talk about What Exfoliat De 
Gastric Cells Can Tell by remarking, “Well, cells a 
tell a lot.” He stressed the fact that they can help ait 
avoid operations which aren’t needed. To illustrate th : 


point he showed a number of slides which showed ¢ He fe 
roentgen findings, the cytology, and, the patholog : 
findings in cases of gastric ulcer, cancer, hypertrophie 


rugae with carcinoma in situ, etc. Apparently cytolog m4 
studies have enabled Dr. Rubin to decide clinically th P 
some contracted antra are not caused by neoplasms. BY... , 
he had not been unwisely conservative either. oesof 
Dr. R believes that every patient who has pernicio He 
anaemia should have a gastric cytologic examination af) wher 
a gastroscopic examination annually. He would add ® phar. 
this a roentgen study of the stomach when that @telesx 
possible. He had found cytology to be helpful in tat th 
diagnosis of gastric lymphoma and it made possible tis th 
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> thathlinical differentiation of such a lesion from carcinoma. 
biopsi; had helped him to differentiate benign from malignant 
one Cahlcer, heavy rugal folds from infiltrative cancer, and 
emark@he various causes of a narrowed antrum. He also be- 
atrophijieves it to be useful in studying gastric polypi. 

biopsi Someone, whose name I didn’t understand but who 
ame from Ann Arbor, asked Mrs. Graham how many 
hat hébatients with submuccsal carcinomata had positive 
C candfytology. She replied that she had had 10 such cases 
t in @ind that in all of them the cytology had been negative. 


‘ Dr. Rubin felt that his cytologic studies in patients 
-Ytologiyich cancer were 80% to 90% accurate. In his cases 
Grahaiyt cancer roentgen studies had been 75% accurate. 
achus@hy7hen all methods for the diagnosis of gastric cancer 
put Iivere used (and gastroscopy was included in them, of 


UNAND ourse,) his batting average was 96% accurate!! 
must 


nen 
gast 
and 


Dr. Marion remarked that the speakers hadn't said 
uch about falsely positive cytologic findings. He's 
apparently been troubled by such reports in Miami. 
Mrs. Graham said that they do occur and that the 
becaupccuracy of the method varies with the ability and with 
fhe personality of the technician who examines the 


comfotplides. 

Dr. Eleanor Humphries, Professor of Pathology at 
he University of Chicago, began talking about The 
asic Pathology Underlying Successes and Failures of 
yto-Diagnosis with the statement that we, speaking 
enerally, have a false idea about the duration of gastric 
ancers. She thinks that they may be discovered three 
0 five years before they come to surgery as they now do 


f they are looked for carefully enough. As one sees 
e enti small node in the lung grow by making frequent 
nas kiagrams of the chest, so one may see a small roentgen 
d in tadeftc in films of the stomach or a polyp seen with the 


zastroscope change if watched often and carefully enough. 
he has seen 3 tiny cancers removed surgically because 
Mrs, @ef cyto-diagnosis. Dr. H admitted that the cytology of 
secimegthe stomach was more difficult than that of the cervix or 
hysiciagf the bronchi and that she had been slow to accept it. 
But a case of large cell lymphosarcoma which was cor- 
rectly diagnosed from aspirated cells and which melted 
way with roentgen therapy convinced her that the 
ytological method was of real value. She has seen a 
cancer which started in the base of an old gastric ulcer 
and which was found only on serial sections of the 
“assurgically removed specimen correctly diagnosed by 
“icytology. Then she mentioned the fact that a few malig- 
anant cells may be in the gastric washings but they'll be 
‘pdiluted so much with cther material that they'll be missed. 
hen she discussed the situations in infiltrating gastric 
scancers which may defeat us. But she’s a cytologically- 
minded pathologist who wants us to have more and more 
persons well trained in the cytological method. 


Dr. Hufford talked about the Gastroscopist’s Adapta- 
ion to Oesophagoscopy. He said that there had been 
three principal modifications of the older types of 


it facta 


xfoliat 
cells 


help Soesophagoscope in the past decade, that of Dr. Boros, that 
al yf Dr. Schindler, and that which carries Dr. H’s name. 
alll He felt that these supplemented the gastroscope and they 


“had all been inspired by the Wolf-Schindler instrument 
“and by the gastroscopist’s natural urge to work in the 
“gullet. Dr. H advocated the combining of both methods 
into oesophago-gastroscopy and he felt that those who 
“sare adept at the passage of the gastroscope will find 
_ , soesophagoscopy to be easy with the newer instruments. 
ernicio§ He warned against the blind passage of any instrument 


troph 
cytolog 
ally th 
ims. B 


tion a®jwhen a patient has a lesion in or near the crico- 
1 add ®@pharyngeus. He believes that a proximally mounted 
that @telescope or a lens system for magnification of the field 


1 in tat the end of the oesophagoscope to be useful. (My guess 
sible jis that he doesn’t use trifocal spectacles as I do.) Then 


Dr. H told a good deal about what can be seen with the 
oesophagoscope. 

When my turn came to speak about “Instrumental 
Perforations of the Oesophagus and Their Treatment” it 
was five o'clock and I told the good-sized crowd who 
remained that I'd gladly omit my remarks if they should 
wish that. Flattering cries of “Go ahead!” and of “Get 
on with it!” inspired me to hurry through an account of 
my accidents when working in the oesophagus. This was 
published in The American Journal of Gastroenterology 
in May of this year and you may read it if you wish, I 
talked on the subject again because I felt it my duty 
to report my troubles as well as my successes to those 
men who, influenced by my enthusiasm for oesophageal 
work, may have followed me into that field. Accidents 
occur, of course, and it’s been my feeling that there has 
been too much hush-hush about them. Let us examine 
them in the light of day and talk about them for our own 
benefit and to help others. If you don’t read my paper 
in the journal mentioned above, you men who do 
cesophagoscopy will do well to remember, when you pass 
instruments into the gullet, your feelings when you first. 
did that procedure. Such a recollection will keep you 
gentle-handed. 

By a quarter past five o'clock our scientific session 
was concluded and we had a brief business meeting. At 
this the reports of the secretary-treasurer were tentatively 
approved and an Auditing Committee of Dr. Benedict, 
Dr. Kenamore and Dr. Marion subsequently found my 
accounts to be in order. 

The slate of Dr. Flood’s Nominating Committee was 
elected and your new officers are 

Dr. Donovan Browne, president 

Dr. John Tilden Howard, vice-president 

Dr. C. Wilmer Wirts, secretary-treasurer 

Dr. Walter Voegtlin, chairman of the Committee on 

Admissions. 

During the spring Dr. Ortmayer had appointed a Com- 
mittee on the Facilities for Training and the Training 
of Gastroscopists in Oesophagoscopy and she named 
these men to the Society, Dr. Moses Paulson is chairman 
and his committeemen are Dr. Paul Hollinger, Dr. 
Edward Benedict, Dr. Eddy Palmer, Dr. Herman Moersch, 
Dr. Henry Laurens, Dr. Donovan Browne, and myself. 
(You will see that a number of the members of the 
committee are not primarily endoscopists. ) 

It was announced that the Beard had elected to mem- 
bership in the Society: 

Dr. Robert S. Bartunek, Cleveland, Ohio 

Dr. Camen R. Paynter, Great Falls, Montana 
Dr. Irvin H. Strub, Chicago, Illinois 

Dr. Coleman C. Johnston, Lexington, Kentucky 
Dr. Herman Steinberg, New York, New York 
Dr. Melvin I, Klayman, Chicago, Illinois 

Dr. Jeanne Rafsky, New York, New York 

Dr. Martin S. Kleckner, New Orleans, Louisiana 
Dr. Charles E. Brown, Cleveland, Ohio 

The Governing Board had advised that the Society have 
its next annual meeting in Chicago in June of 1956 the 
day (Sunday) before the opening of the convention of 
The American Medical Association there. This the 
Society approved. There was a hasty adjournment for it 
was five-forty-five o'clock. Shall our session be even 
longer next year? Two sessions, perhaps? 

At half after six o'clock we returned to our same 
meeting room in Haddon Hall to find that it had been 
converted into a very nice dining room. It’s a rather 
colourful place with green walls and red draperies at 
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the windows, colours which I hadn't noticed when the 
curtains were drawn and when I was interested in the 
speakers’ remarks of the afternoon session. There was a 
raised speakers’ table for ten and we lesser folk sat at 
round tables of eight instead of at the traditional U- 
shaped banquet table. 


But I'm getting ahead of my stcry! In the rear of the 
room sofas, tables, chairs, and general cocktail furniture 
had keen installed together with a tar. Good cheer, 
liquid and aural, flowed freely for forty-five minutes and 
I really believe that everyone who wanted a little alcohol 
got as much as he desired in that time. Then we sat 
down to dinner. It was rather good fcod, 1 thought, and 
no one complained to me about it. 


After the dessert Dr. Ortmayer graciously presided and 
she introduced the personages at the speakers’ table. 
She asked Dr, Schindler, whom she called “the father, 
if not the grandfather, of gastroscopy,” to present the 
Society's Rudolf Schindler Award to Dr. Eddy Palmer. 
This he did with his customary enthusiasm and charm. 
Dr. P beamed his appreciation and spoke a brief thank 
you. 

Our guest, Dr. F. Avery Jones, did not disappoint us 
with his postprandial talk. He went facilely from 
humourous story to discussion of gastroscopy in Britain 
and back to stories in a delightful way. I'll long remem- 
ber his accovnt of the English bishop who, on his first 
trip to America, was met by reporters when his boat was 
steaming into New York. The first question asked him 
was, “What do you think akout night clubs, bishop?” 
To this his reply was, “Where and what are night clubs?” 
The evening paper carried the headline: BISHOP'S 
FIRST QUESTION IS “WHERE ARE THE NIGHT 
CLUBS?” 

It seems that only about 50 men in England do 
gastroscopy. Dr. Jones learned the method from Mr. 
Rogers, who, as some of you know, worked in The 
States for a long time in 1936, '37 or 38. Dr. J makes 
his own oesophagoscopic examinations and as a rule 
these are done under general anaesthesia. 


Dr. Jones pointed out that improved surgery has 
made better diagnosis necessary. When little could be 
done for many gastric conditions, it made no great 
difference if the diagnosis wasn’t a correct one. But now, 
when we can do something for gastric diseases, we must 
use the xOray and gastroscopy and continue to improve 
these and other methods of study. 

Though politically a Conservative, Dr. Jones respects 
the astuteness of Mr. Aneurin Bevan, the Labourite who 
was formerly British Minister of Health. When Mr. B 
inspected Dr. Jones’ hospital, he was shown the gastro- 
scope and its workings were explained to him. After 
listening carefully Mr. B said, “Dr. Jones, are you certain 
that the information obtained with that instrument is 
commensurate with the discomfort which it must give 
~ patient?” No wonder this coal miner has come so 
ar! 

Dr. Jones uses the Wolf-Schindler ‘scope for those 
whom he calls his “more fragile patients.” On the more 
rugged clients he uses the Herman Taylor ‘scope which 
he prefers to our Cameron Omniangle instrument. 


Concerning “socialized medicine” Dr. Jones had rela- 
tively little to say. He preferred to call it National Health 
Service and to point out that it was endorsed by all 
political parties in Britain. He believed that it had been 
good for hospitals and for consultants, of which he is 
one. The general practitioners were not so well off as 
formerly but he believed that their complaints were 
being corrected. 


Dr, Jones had been very much impressed by the 


amount of ice and of chilled food which we use in Esop 
States, something which he thought put a tax on gad 
digestions. do 


Now that I’m writing about Dr. Jones I can’t resigiagnos 
the impulse to conclude this report with a story th@iously 
he told at another dinner in Atlantic City than our owdlocate t 
It seems that he picked up the Bible on the telephonblind rf 
table of his hotel in New York and inside the cover @ime, 1 
the book were suggested passages for depressed peopl@ighty | 
In one place was the direction, “If you are in troubl 


and discouraged, read Psalm 34, etc.” In another pl , a 

was the suggestion, “If tired of sin, read Luke 15:11-2¢ ain 
Opposite this someone had written, “If not, call Butt 

ave b 

field 8-3245! pastros 

I hope to see you fellows in Chicago next June! copes, 

JOHN TILDEN HOWARD. Manipu 

interpr 

experie 
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The Gastroscopists Adaptation to tomes. 

Esophagoscopy 

By: A. RAY HUFFORD, M.D. In a 

Grand Rapids, Michigan 

Within the past decade, a re-evaluation of esophag woe 

copy has taken place because mechanical improvement nr 

of the older once standard rigid open end esophagoscopg; gmoii 

have keen so modified as to render them safer and easi€§; ilar 


to pass. This has been accomplished chiefly in all threduced | 
types of flexi-rigid esophagoscopes by a flexible obturatoy tyhy 
or flexibility of the distal segment of the scope. In some 
there is an optical system for a full dimentional view 
Thus, technically, it has been made on a par with th 
flexible gastroscope. Because the introductory proceduft 
is in most all respects similar to that of the flexibk ! sh 
gastroscope, the same preparation and positioning of thf the 
patient suffices for either or both. Because of thegyet mt 
similarities, those who were formerly doing only gastross¢tvati 
copy find that esophagoscopy is not onl ya new innovasystem 
tion, but a very much worth while diagnostic aid whidiOterpt 
not only supplements, but complements the gastroscopi¥ety 1 
procedure. Emancipation of the gastroscopist by abiligthe su 
to perform his own esophagoscopies at the same time thal ndicat 
the patient is prepared for gastroscopy, has in a measu of loca 
instituted a kind of endoscopic renaissance. Becausfissue 
esophagoscopy as it pertains generally to the gastroscopiseiVe ¢ 
has been so comparatively recent, a full realization oS0Phe 
what can be accomplished in this field of endeavor bresatd 
combining these two endoscopic methods into a compl lausil 
diagnostic unit of esophago-gastroscopy has not yet patien 
clearly defined or fully evaluated. Alt 
The continuity of the esophagus with the stomach af*Pert 
well as the occurrence of many similar diseases, makekOw! 
it rather imperative for the gastroscopist to be intimatelfSPh 
conversant with the various manifestations of esophageaStructt 
dysfunction and pathosis, many of which are not 
uncommon as was formerly thought. Somatic expressionf quall 
of esophageal pathosis are so variable and at time? 4 
masquerade through transferred abdominal effects whidf°OP¢! 
are mediated by way of the autonomic nervous system The 
or may be referred to the chest mimicing some cardiofuncti 
vascular or pulmonary disease, which makes it advisablédistur! 
to directly inspect the esophagus when clinical, laboratompsychi 
and roentgen findings fail to confirm thoracic or uppespsych 
abdominal pathosis. It is not only embarrassing to thtemph: 
physician but serious to the patient being treated as @We 01 
coronary or as an idiopathic anemia when some organi#plaint 
disease of the esophagus or cardia is present. It is equalljsome 
embarrassing to the gastroscopist to find unexpectediyCance 
inability to pass the gastroscope through the esophaguifeassu 
or cardia. Myast 
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in Esophagoscopy is the most accurate method of establish- 
on g a diagnosis of esophageal lesions and it is advisable 
do so just prio: to gastroscopy, not only for the 
t resi@iagnosis of existing lesions which had not been pre- 
ry th@iously diagnosed, or suspected, but equally important to 
ir owflocate trouble that would be a hazard or danger to the 
ephonblind passage of a flexible gastroscope. For quite some 
over dime, it has been my custom to esophagoscope about 
peopl@ighty per-cent of the cases just preceding gastroscopy. 


troubl Accurate diagnosis of esophageal lesions in most in- 


r pl tances is not only possible but relatively easy, because the 
. a men is easy to visualize endoscopically. Those who 
u 


ave been in the practice of gastroscopy or esophago- 
pastroscopy before the advent of the flexi-rigid esophago- 
scopes, have experienced no difficulty in introduction or 
manipulation of these instruments. The technique and 
interpretation of findings is no more difficult than one 
experiences in gastroscopy. With experience comes skill 
ind ability so that the use of either or both scopes be- 
comes an integral part of the examiners armamentarium. 
Like everything else, practice makes for perfection and 
txperience becomes the great educator. 

In a way, the esophagoscope complements the gastro- 
scope for the gastrcenterologic endoscopist just as the 
hrologist uses the urethrascope and cystoscope to get 
tomplete coverage of the lower urinary tract; or the 
eMENYnoscope or proctoscope is used to complement the 


ARD. 


to 


ZOSCOPSi gmoidoscope. In some respects, the esophagoscope is 
1 easi€§imilar to the procto-sigmoidoscope. Both are intro- 
ll thréiuced through the sphincters by use of an obturator into 


turato™ tubular like organ and the visual field is directly 
n SOM¢hrough the barrel of the scope into the lumen of the 
| vieWhrgan. Questionable lesions are usually quite available 
ith 7 for biopsy or for aspiration and cytologic study. 


I share with others, the inability to always be certain 
of thipf the pathogenesis of a lesion from observation alone, 
£ thesyet much useful information can be obtained from ob- 
gastrossetvation when viewed through a compensatory lense 
innovasystem. However, when there is the possibility of mis- 
| whidinterpretation of a lesion, support of the pathologist is 
oscopi¥ety important. If the biopsy specimen does not reveal 
ithe suspected nature of the lesion, a repeat biopsy is 
ndicated, At times, in spite of the most careful selection 
neasun®f location for biopsy, it is not always possible to obtain 
Becaustissue from that part of the lesion which is going to 
oscopiskive the correct pathologic diagnosis. The circumspect 
sophagoscopist should make an endoscopic diagnosis 


tion 
:vor bwegardless, as the referring physician has a right to a 
omph lausible working diagnosis in the future care of the 


et patient. 
Although the esophagoscopist does not have to be an 


nach afXPert anatomist, he should at least have an adequate 
 makeKnowledge of the anatomy and physiology of the 
‘imateheSOphagus, as well as its relative position to adjacent 
phageaSttuctures. While good technique, keen observation and 


zood judgment are important operative attributes, it is 
ressiont Wally important to have intelligent well trained assist- 
nts and good anaesthesia for the proper control and 
; whidfOoperation of the patient. 
system, The esophagus, like many other organs, shares in 
i Functional as well as organic diseases. Benign functional 
listurbances are not uncommon and postulate some neuro- 
oratompsychiatric condition. While there is a preponderance of 
r uppegpsychosomaticism and we recognize the necessity for 
to théemphasis of it, organic disease is often overlooked when 
ed as @We overemphasize the psychosomatic. Functional com- 
organi#plaints in emotionally unstable individuals usually shows 
equalljsome motor disturbances in the course of the esophagus. 
yectedipgCancer phobia is not uncommon and is often relieved by 
»phagueassurance at the completion of the esophagoscopy. 
Myasthenia gravis may at times seriously interfere with 


swallowing. Achalasia is one of the most serious of all 
neuro-muscular disturbances. The consciousness of ab- 
normal sensations high in the epigastrium or retrostern- 
ally that are suggestive of esophageal reference, persist 
in spite of symptomatic treatment, should be esophago- 
scoped before too long on the assumption that they are 
of purely functional etiology. A high index of suspicion 
of esophageal disease will lead to early diagnosis. Be- 
cause the mechanism of a dysfunction may be unknown 
to the physician, he must not error in assuming that it 
is unknown. 


Uncharacteristic dyspeptic symptoms, slight changes in 
the swallowing act, discomfort in swallowing, etc., may 
be the earliest signs of esophageal carcinoma. Un- 
fortunately, the earliest signs and symptoms of carcinoma 
here as elsewhere may be very vague or entirely absent 
until the lesion is quite well advanced. While this disease 
is not encountered as frequently as in the stomach or 
bronchus, nevertheless, it remains a rather formidable 
and pathetic condition frequently overlooked until ad- 
vanced. Procrastination on the part of the patient and 
physician accounts for a delay of five months in fifty 
per cent of the patients, Esophagoscopy can detect the 
malignant changes at an earlier date than any other 
method and at a time when proper treatment is so es- 
sential for a high salvage rate. Approximately ten per 
cent of gastric malignancies occur in the fundic segment, 
some of which eventually extend into the cardia or 
protrude from the posterior wall below the cardia creat- 
ing a hazard to the passage of the gastroscope. It is 
possible in many of these to get an adequate view with 
the 53 cm. esophagoscope, which serves the dual purpose 
of a gastroscope as well as an esophagoscope. Caution 
and inadvisability has and should be sounded regarding 
the blind passage of any scope when a lesion such as a 
carcinoma is situated high in the upper third, at or just 
below the crico-pharyngeus. Such lesions are apt to be 
detected fairly early and if constriction has not advanced 
to the stage where a tapered seven millimeter rubber 
tipped obturator will enter without force, then the 
shortest scope of that diameter can be introduced to the 
site of the lesion for an adequate view and biopsy. 


Other types of malignancies and benign tumors of the 
esophagus are rare, but occasionally encountered. Intra- 
mural extramucosal lesions are usually benign, producing 
an intraluminal polypoid like mass, and endoscopically 
appear covered with a normal type mucosa stretched over 
the mass. Usually non ulcerating. 


Esophagitis is considered to be the most common 
disease which affects the esophagus. Its frequency is be- 
coming more apparent and reported more often with the 
increase in esophago-gastroscopies. The most common 
type is the so called peptic esophagitis which for the 
most part affects the distal six centimeters. Inasmuch as 
its origin is due to the corrosive action of acid and pepsin 
from regurgitation or vomiting at frequent intervals, it 
is often associated with some surgical procedure or intra- 
abdominal disease such as gastro-duodenal ulcer, chole- 
cystitis, or possibly a gastro-intestinal neurosis, Specific 
inflammatory esophagitis is infrequent in gastro-entero- 
logical practice. Symptoms are so commonplace that the 
exact nature of the trouble is frequently overlooked, but 
quite readily detected when esophagoscoped. In the 
chronic cases the mucosa is reddened and thickened, often 
ulcerated and spasm plus fibrosis produces narrowing of 
the esophagus. 

Peptic ulcer of the esophagus, like esophagitis, is not 
as rare as was assumed a few years ago. These conditions 
may both co-exist. An antecedent esophagitis has been 
suggested as a causative factor, While it exists independ- 
ent of other gastrointestinal diseases, it is most commonly 
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associated with gastro-duodenal ulcer, cholecystitis or 
hiatal hernia. It is nearly always located in the distal 
segment and the endoscopic appearance is characteristic 
of peptic ulcer elsewhere. Recurring or persistent epi- 
gastric distress, or hematemesis, the origin of which is 
not revealed by other means, should have esophagoscopy 
as a routine pre-gastroscopic procedure. 

Hiatal hernias, especially the small sliding type, are 
becoming more frequently detected in patients that 
have considerable epigastric distress and heart burn. At 
times, the variability of symptoms is such as to suggest 
a number of different diseases which not only annoy the 
patient but plague the physician. The smaller ones 
frequently elude detection during roentgen study, and 
found unexpectedly during esophago-gastroscopy. 

The very essence of achieving gratifying results is an 
accurate diagnosis. It therefore behooves those who 
claim specialization in this particular field, to have the 
training, experience and possession of the proper equip- 
ment which will enable him to make the diagnosis. It 
is, of course, important to recognize both the human 
and the mechanical limitations, but we should deploy that 
which is available so that it can be correlated and inte- 
grated for the greatest amount of good for which it was 
intended. It has been said that there is no royal road 
to diagnosis. There will likely be errors of omission and 
commission with us always even in the most expert 
clinician, roentgenologist or endoscopist. There is always 
the possibility of misinterpretation of the lesion found 
roentgenographically, or for the lesion to be missed 
entirely by endoscopy. Both methods are indispensable as 
diagnostic methods and must be regarded as comple- 
mentary, regardless of any shortcomings. 


Since most of the technical difficulties and hazards of 
esophagoscopy have been eliminated by the modification 
of the scopes for flexible introduction, contra-indications 
are for the most part identical with the passage of the 
Ewald tube. Usually, the clinical and roentgen findings 
will determine the contra-indications. The real value of 
any diagnostic aid or method, however, depends on the 
examiners ability to use properly, a trained hand, eye 
and brain to conclude a successful diagnosis. 


Case Report 


By: JEANNE C. RAFSKY, M.D. 
New York, N. Y. 


A 57 year cld male lawyer gave a history of known 
ulcer for 30 years, with intermittent medical treatment 
during this time. He suffered from recurrent flatulence, 
pyrosis, and epigastric distress which was relieved by 
food or antacids. His most recent exacerbation of symp- 
toms started about two months previously. He denied 
nausea, vomiting, anorexia, weight loss, melena or change 
in bowel habits. Physical examination was essentially 
negative except for some tenderness in the epigastrium. 

Pertinent laboratory studies included: Normal blood 
count and sedimentation rate. Stool examinations for 
eccult blood were negative. Gastric analysis with hista- 
mine disclosed 50 units of free HCL and 70 units of 
total HCL. A gastrointestinal series revealed an ulcer 
crater, measuring 214 by 2 cm, on the lesser curvature of 
the antrum, interpreted by the roentgenologist as a 
benign gastric ulcer. 


At gastroscopy, the pylorus was readily visualized. It 
did not contract or relax in the normal manner. There 
was marked hyperemia and edema of the entire mucosa 
of the antrum and distal stomach, with considerable 
granularity in its appearance. On the lesser curvature 


just above the angulus was an ulceration, measurit 
about 2 by 1.5 cm, with a grayish-white base and shar 
edges in its entirety, except for a minute area on re Case 


right border, (i.e. on the side adjacent to the posterigClinic 
wall), where one could not detect a sharp limitation ad ex 


could fit in with a benign ulcer and severe gastriti 
nevertheless, surgery is advised here, since malignang wo ™ 
is a definite possibility. f me 

At operation the stomach appeared normal with 
exception of a palpable area of induration on the | 
curvature of the distal stomach. There were no gro 
enlarged lymph nodes and the liver appeared nor 
A subtotal gastrectomy was performed. 


Pathological Examination: The mucosa of the fund Benedi 
showed edematous rugae. The mucosa of the antrufl pitaliz: 
was grossly granular and injected. On the lesser curw near tl 
ture just proximal to the prepyloric region was sisting 
exacavated ulcer measuring 2.4 by 1.8 cm in area af necrot 
averaging 0.5 cm in depth. Microscopic examination gastriti 
In the region of the crater, the epithelium was replacé| poorly 
by nests and papillary columns of atypical cells havigiinyoly 
vesicular macronuclei of variable sizes and shapes. Thef splenic 
were few nests of cells which infiltrated the upper mucof greate: 
and only occasionally disturbed the muscularis mucofithe he 
The remaining submucosa and entire muscular wall am) stomac 
serosa revealed no evidence of neoplastic infiltratiog scopic 
(The lymph node from the lesser curvature presented 


normal architecture.) Diagnosis: Primary carcinoma ¢ Ochsn 
the stomach. extenc 


The patient had an uneventful post-operative courf episod 
and has remained well to date, without gastrointesting yrinal 
symptoms or evidence of recurrence of his neoplasm. | oggray 


Discussion: This case again illustrates the importance @of the 
the blending of the edges of an ulcer with the surroungand g 
ing mucosa as a sign indicative of malignancy, even 
the lack of sharpness is only confined to a small 
In this patient, it was the only clue which prompted & 
life saving surgery. This case in particular could ha 
readily been “dismissed” as a benign ulcer, in view § 
the 30 year history of similarly recurring symptom 
along with the x-ray and laboratory findings, thus a; 
proving the value of gastroscopy. 


Gastrointestinal Bleeding Due to 
Pancreatic Tumors 
By: MARTIN S. KLECKNER, JR., M.D.* 


neoplasms manifested initially by massive bleeding 
the upper gastrointestinal tract were observed. In eat 
case not only was the mechanism of the hemorrha 
different, but localization of the site of bleeding wy 
impossible on the basis of physical findings and roeff 
genologic examination of the upper gastrointestinal tral 
For example, esophagoscopy, gastroscopic biopsy, pM 
cztaneous splenogram, abdominal aortogram, or exaf 
nation of exfoliative cytologic contents of the sto 
and duodenum were employed in an effort to locate 
cause of the bleeding. Finally, these cases serve 
reemphasize that the occurrence of massive upper gasti™ 
intestinal bleeding, despite uninformative roentg 
graphic findings in the esophagus, stomach, and di 
denum, may be due to pancreatic neoplasms. 


* Member of the Department of Gastroenterology, Ochsner Clit 
and Assistant Professor of Clinical Medicine, School of Medi 
Tulane University of Louisiana, New Orleans. 


Fig. 


During the past year three patients with pancre 


tween the ulcer and the surrounding mucosa. Gastjj4>dom 
scopic Impression: Although the gastroscopic pictug4 
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ssurig Report of Cases 
= Case 1—A man 52 years old was seen at the Ochsner 


osterigClinic in February 1955. Four months previously he 
ion behad experienced a sudden sharp pain in the right lower 
Gastg abdominal quadrant followed by sweating, weakness and 

ictysa syncopal attack. Thereafter, he noted fullness in the 
bdomen after eating and nocturnal abdominal pain. 
Two months prior to hospitalization he had eight episodes 
f melena. On the day of hospitalization he vomited 


rastriti 
ignai 


technique) failed to reveal the origin of the hemorrhage. 
"Results of esophagoscopic and Ayrebrush gastric cytologic 
examinations were normal. Examination through the 
fund Benedict-operating gastroscope on the third day of hos- 
antruf pitalization revealed an area of the greater curvature 
 CUfW near the angulus measuring 3 to 4 cm. in diameter con- 
sisting of distorted, congested, nodular folds with a 
r€a a®necrotic base. Gastroscopic biopsy disclosed chronic 
gastritis, Laparotomy revealed extensive, inoperable, 
eplactipoorly differentiated carcinoma of the pancreas which 
havinjinvolved the peripancreatic lymph nodes, coeliac axis, 
Thef splenic vessels and omentum and had eroded through the 
MUCOf greater curvature of the stomach. It was presumed that 
mucoS%ithe hemorrhage was due to malignant erosion into the 
‘all aM}stomach and that this was the area visualized gastro- 
Itratiog scopically. The patient died four months postoperatively. 
ented Case 2—A man aged 61 years was admitted to the 
Ochsner Foundation Hospital because of epigastric pain 
extending posteriorly of three months’ duration and two 
| COUM} episodes of hematemesis. Physical examination, serology, 
itestin# urinalysis, liver function tests, gastric analysis, roentgen- 
asM. © oggraphy of the upper gastrointestinal tract, needle biopsy 
tance @of the liver, gastric-cytologic study, and esophagoscopic 
‘rroun@and gastroscopic examinations were not diagnostic. Ab- 
even 
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ancres portal vein. 


Fig. 1: Percutaneous splenogram showing occlusion of 
splenic vein and collateral circulation about 


dominal exploration revealed an inoperable carcinoma of 
the pancreas, which had eroded into the duodenum, with 
metastasis to the peripancreatic nodes, omentum, and 
liver. The duodenal erosion explained the origin of the 
hemorrhage. Unfortunately, a diagnostic duodenal cyto- 
logic study had not been contemplated. 


Case 3—A man aged 48 years entered the Ochsner 
Clinic complaining of upper abdominal pain of two 
years’ duration which had become progressively more 
intense and frequent. Several days prior to admission 
hematemesis occurred. Physical examination disclosed 
an epigastric nonpulsating mass over which a loud bruit 
was audible and a firmly enlarged spleen, about five 
fingerbreadths along the left mid-clavicular line. There 
was no laboratory evidence of hypersplenism, and ro- 
entgenograms of the upper gastrointestinal tract disclosed 
no abnormalities. Gastroscopic examination revealed 
pronounced congestion and edema of the gastric rugae and 
multiple, small, dilated veins anteriorly along the lesser 
curvature. A splenogram performed by percutaneous 
injection of 70 per cent urokon ® into the spleen 
showed good collateral circulation about the spleen and 
portal vein, but the splenic vein was not visualized, an 
indication of its occlusion (Fig. 1). An abdominal 
aortogram revealed normal appearing abdominal aorta, 
splenic, renal and iliac arteries, inferior displacement of 
the left kidney and splenomegaly (Fig. 2). 

Exploratory laparotomy disclosed a large inoperable 
pancreatic neoplasm, which proved on needle biopsy to 
be adenocarcinoma. The tumor encircled the coeliac axis 
and portal vein; about the latter and along the greater 
curvature of the stomach were extensive venous collateral 
channels. It was considered most likely, although the 
stomach and duodenum were not transected, that the 
splenic vein was compressed by the tumor, resulting in 
congestive splenomegaly and gastric bleeding from duo- 
denal or gastro-epiploic varices. 


Fig. 2: Abdominal aortogram showing normal appear- 
ance of aorta and tributaries. 


7 
ith 250 cc. of bright red blood. Physical examination, 
serologic studies, liver function tests and roentgenograms 
wof the chest and upper gastrointestinal tract (Hampton aga 
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Comment 


All three patients had massive upper gastrointestinal 
bleeding due to malignant tumors of the pancreas which 
could not be definitely diagnosed prior to exploration. 
Nevertheless, esophagoscopic examination, gastroscopic 
biopsy, percutaneous splenoportogram and abdominal 
aortogram afforded sufficient information. Massive gastro- 
intestinal bleeding can be the main symptom in pancreatic 
tumors as a result of either erosion into the duodenum 
or stomach, or malignant obstruction or thrombosis of 
the splenic vein. Interference with the venous circulation 
from the spleen may result in congestive splenomegaly 
and esophageal or gastric varices. Removal of such an 
obstructed lesion and splenectomy can correct hyper- 
splenism (1-3). Percutaneous splenoportography and an 
abdominal aortogram may readily define extrahepatic 
portal obstruction. Finally, in all cases of extrahepatic 
portal obstruction with esophageal or gastric varices and 
gastrointestinal bleeding, a thorough search for such 
obstructing lesions should be made, including spleno- 
portography or aortography, before venous shunt proce- 
dures are contemplated. Gastroscopic examination was 
particularly valuable in one of the cases by identifying 
an eroded pancreatic tumor. 
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The American Gastroscopic Society 
November 22, 1955 
ABSTRACTS FOR PAPERS FOR MEETING 


(1) At a recent meeting of the Governing Board it 
was recommended that an amendment to the By Laws 
passed at the San Francisco Meeting in 1954 should be 


published as follows: Section 1: There shall be t 
classes of membership in the organization—Senior Me 
bers and Active Members. Section 2: Senior Mem 
shall have all the privileges of Active Members but t 
shall not be required to pay dues. On and after he 
attained the age of 65 years, a member may on appli 
tion to the Board of Governors be named a Seni 
Member provided he is not in arrears in his dues. 


(2) The next annual meeting of the American Gast 
scopic Society will be held Sunday, June 10, 1956 
the Knickerbocker Hotel, 163 East Walton Street, C 
cago, Illinois. This will immediately precede the A.M. 
convention which will be held in Chicago that w 
Two guest speakers from abroad, Dr. P. E. Thom 
Hancock of England and Dr. John Tomineus of Swed 
will participate in the program. Dr. Tomineus will di 
cuss the technic of using his biopsy attachment to 
flexible gastroscope and also report on his experien 
over the past several years. It was thought that it wo 
prove of interest to the membership to have a clini 
session where various gastroscopic and esophagoscopi§|ock 
biopsy technics might be demonstrated and, therefo . 
steps are being taken to arrange for such demonstratio 
at a hospital nearby the Knickerbocker Hotel. bolt, R 


Any member wishing to present a paper at this fo 
coming meeting is requested to submit a brief abstr 
to the secretary not later than December 31, 1955. 


(3) Mr. Herman Taylor, Honorary Secretary of 
British Society of Gastroenterology has asked that 
following notice he brought to the attention of 
members of The American Gastroscopic Society. 

“The Fifth International Congress of Gastroenterol 
will be held in London, Wednesday 18 July to Saturd 
21 July, 1956. The three main subjects for discussi 
are: Ulcerative Colitis; Pre-malignant Conditions of 
Gastrointestinal Tract and, Non-Malignant Diseases 
the Esophagus. In addition there will be an opportuni 
for the presentation of short papers on any subject 
gastroenterological interes. Members of The Ameri 
gastroenterological interest. Members of The Ameri 
two languages, one of which should be English and c 
sist of 250 words of any paper they wish to present. 
selection of papers for the final program will be m 
by the Scientific Committee from these summaries whi 
will be printed in the program for the Congress. Su 
maries should be sent not later than 1 January 1956 
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